Pre-anaesthetic fitness for surgery requires preanaesthetic evaluation of the patient which is one of the essential parts of perioperative care. Several large scales epidemiological confidential study into peri-operative death showed that inadequate preparation of the patients were the major contributory factors for perioperative mortality 1 ; the mortality rate is 0.01% 2 . The factors include recognition of existing problems of the patient at the earliest opportunity; the process must be designed to allow the problematic patients to be seen by an experienced anaesthesiologist well in advance of proposed surgery 3 . This can be achieved if proper anaesthetic check up is done as soon as the patient is scheduled for operative procedure. The main purpose is to keep the patients in their best possible physiological condition to undergo anaesthesia and to ensure that the benefit of surgery must not be outweighed by perioperative risks. There should not be any lapse in the routine procedure of pre-anaesthetic formalities. Many a time a small little gap in this practice could bring severe catastrophe to the patient and to the operative team.
Procedure of Pre-Anaesthetic Assessment
The preoperative visit enables the anaesthesiologist to meet the patient and to make a rapport so that the patient is relieved of imaginary fear and anxiety. The anaesthesiologist should explain about the anaesthetic planning with assurance of adequate perioperative care. Then the anaesthesiologist will proceed to obtain history, perform physical examination and order special investigations as dictated by the findings. The informed consent should be taken and the anaesthetic record sheet should be properly documented.
A. History
A series of questions to be asked. These includes i) Presenting condition and concurrent medical history: The preoperative history should clearly establish the patient's present problem which will help to plan the peri-operative anaesthetic management. The indication for surgery may influence anaesthetic management quite dramatically. The systemic effects of disease process must be quantified. There are many diseases which may have a significant impact on anaesthetic management and its outcome, particularly disease of the cardiovascular or respiratory systems. Their presence or absence are usually ascertained by direct questioning and should be recorded carefully.
ii) Family history: There are number of inherited conditions that have a significant influence on different aspects of planned anaesthetic management, such as malignant hyperthermia, cholinesterase abnormalities, porphyria, certain heamoglobinopathies and dystrophia myotonica. If such a condition is suspected, a full investigation of relevant family member is beneficial.
iii) Drug history: Many patients requiring surgical procedure might suffer from unrelated disease and about 42% of them receive regular drug therapy 4, 5 . These drugs may have interaction with anesthetic agents or may cause problems related to their sudden withdrawal during preoperative period.
There are other substances (alcohol, tobacco. opioids and cocaine, etc) taken habitually by some patients that can also have a significant influence on the process of anesthesia. If yes, please details.
C. Physical examination
Physical examination is a simple, safe and cheap method of providing important pre-operative information. A full clinical examination should be performed on every patient and the findings must be documented. Beside history and routine clinical examination, there are areas where special preferences are to be given during examination such as airway for difficult intubations.
D. Investigations
Laboratory tests are essential tools for appropriate diagnosis and to quantify a disease process. The relevance of investigation for anesthesia can be extended to provide a pre-operative baseline data with which peri-operative change can be compared. In general, results of some investigations can be predicted if a detailed history or examinations is available. Before ordering extensive investigations, the anesthesiologist should confirm that the investigations will alter the management of the patient. Instead of doing a series of investigations as a matter of routine procedure, a guideline can be followed which will give relevant information. (Table II) RISK ASSESSMENT An attempt has been made to classified or score patients preoperatively in order to identify those at greater risk of adverse outcome.
ASA (American society of anesthesiologist) grading
In ASA grading the patients are classified according to disability related to patient's general health, which correlates to some extend with risks of preoperative complications 9 . It predicts poorly when used alone as it does not embrace all aspects of anaesthetic risk such as age, severity of the presenting disease or the proposed surgery and it does not identify factors which can be altered pre-operatively to improve outcome. Nevertheless it is useful in average prediction of the risk and perioperative mortality rate. (Table III, 
PAFS (Pre-operative assessment of fitness score)
This classification is based on physiological information, demographic feature and basic laboratory test for the assessment of peri-operative survival 11 .
The specificity is 80%. It includes various scoring ( Table-V) for the assessment of post-operative complication such as pneumonia, sepsis, non-infective organ failure within 30 days of surgery. Prospective identification of independent predictors of severe peri- A normal healthy individual P2 (Class II) A patient with mild systemic disease P3 (Class III) A patient with severe systemic disease that is not incapacitating P4 (Class IV) A patient with incapacitating systemic disease that is a constant threat to life. P5 (Class V) A moribund patient who is not expected to survive 24h with or without operation. P6 (Class VI) A brain-dead patient whose organs are being removed for donor purposes. Class E Added as a suffix for emergency operation.
The ASA Classification as amended on October 1984. operative adverse outcome is of utmost importance. Forrest and co-workers have undertaken a large scale study, analyzing independent predictors of severe perioperative adverse outcome over 17000 patients 10 . A history of some cardiovascular disease, the needing abdominal or cardio thoracic surgery, specific demographic factors were found to be the most important predictors of severe cardiovascular or respiratory events. Unfortunately, difficult intubations still unexpectedly occur, causing more anaesthetic morbidity and mortality. Mallampati and colleagues devised a classification based on visible pharyngeal structures when the patient opens the mouth maximally and protrudes the tongue 13 . This was subsequently modified by Samson & Young (Table VI 14 . This is a simple bedside test but sometimes related with a high incidence of false positive to improve upon the observers variability, Wilson and colleagues described a five point features which includes weight; movement of head, neck and jaw; presence of mandibular recession or absence of buckteeth. These also produce a significant number of false positive 15, 16 . When Mallapati test is combined with thyromental distance (TD) the false positive is reduced. Now it is suggested that any patient with thyromental distance of less than 7cm and Mallampati grade III or IV may present with intubation problem 17. Cormack and Lehane described a standard method of grading depending on laryngoscopic view (Table VII) 18 . 12 . One of the most sensitive factors is the presence of pre-operative hypertension. Gross hypertensive responses, with ECG evidence of ischaemia on some occasions are likely to occur due to noxious stimuli during anesthesia in hypertensive patients. Whether treated or not, if the pre-operative diastolic pressure exceeds 110 mm Hg, there is a chance of ST changes with an increased incidence of postoperative myocardial infarction. So the patients should be prepared for surgery in such a way that these changes are less likely to occur. Thus patients, who are presented with a diastolic arterial pressure more than 110 mmHg, should receive antihypertensive treatment. Several days or weeks may be required to stabilize the cardiovascular system. Controlled or uncontrolled hypertension is usually associated with increased cardiac peri-operative morbidity 21, 22 . On the other hand over aggressive treatment of hypertension, that is diastolic pressure less than 85 mmHg may itself increase morbidity or mortality in those with ischaemic heart disease, perhaps due to inadequate coronary artery perfusion pressure 23 . Hypertensive patients with left ventricular hypertrophy are associated with an increased risk of peri-operative myocardial ischaemic due to imbalance of myocardial oxygen supply and demand, even in the absence of coronary artery disease 24 . 25 . They found the only useful predictors of the need for postoperative ventilation to be the combination of a pre-operative arterial oxygen tension of less than 9kpa and the presence of dyspnoea at rest. The guidelines recommend no routine use of gastrointestinal stimulants, gastric acid secretion blockers or oral antacids.
Providing information to the patient and obtaining consent:
• All patients should be told of common complications.
• All patients should be told what they may experience.
• All patients should be given the opportunity to ask questions.
Consent
• The patient must have the capacity to consent to the treatment offered.
• The patient must have sufficient information to enable him/her to make a balanced decision to consent.
• The consent must be voluntary.
• If in doubt -Consent should be sought from a person with parental responsibility. Capacity may also be invalidated by a patient's confusion, pain,shock, or fatigue, and administration of some drugs such as opioid, analgesics or benzodiazepine premedication.
• Appropriate advice should be sought if there is any concern.
Conclusion:
It is strongly recommended that the anaesthesiologist should be careful enough in preanaesthetic evaluation to recognize the risk factors. Necessary treatment of the co-existing diseases should be arranged to bring the patient in his/her best possible physiological state prior to operation. This can be done in the anesthetic clinic, where the patient prior to surgery be referred. Discussion between anesthesiologist and surgeon is essential for optimum prediction of risk. This will reduce the perioperative morbidity and mortality. Prevention is always better than treating the catastrophe, which may fall due to the lack of proper pre-anaesthetic evaluation.
Moreover, informed consent of the patient and proper documentation of anaesthetic record sheet are emphasized. These will allow the anaesthesiologist involved to stand on a solid foundation for patient's perioperative care and medico-legal question, if any.
